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The use of antiseptic powders would not be permissible in this 
method, and carbolic acid would, perhaps, not be as satisfactory as bi¬ 
chloride. 

A series of typical cases are given in brief to illustrate his method. 
— Arch.f. klin. Chir 1886, Bd. 34, Hft. ii. 

Wm. Browning (Brooklyn). 

GENITO-URINARY ORGANS. 

I. Indications and Contraindications to Rapid Li- 
thotrity. By J. C. Felix Guyon (Paris). This paper is in opposition 
to the paper of Koenig and the general tendency of the last Congress 
of German Surgeons (vid. Annals of Surgery, vol. iv. page 535) and 
advocates lithotrity in preference to lithotomy in almost all cases. Its 
great fault according to German surgeons, is that it requires consum¬ 
mate skill on the part of the operator, and can not be performed by 
every one. But all varieties of lithotomy demand a skilful operator; 
lithotomy must necessarily be preceded by a minute vesical explora¬ 
tion, made by instruments of slight curve, which only a practiced hand 
is capable of managing. In reality, lithotrity is only difficult in certain 
cases. In all others it is the duty of the surgeon to give the patient 
the benefit of this operation, so simple and 50 benign. Since the mid¬ 
dle of 1878, M. Guyon has operated for stone six hundred and seventy- 
eight times, using lithotomy only thirty-one times. In twelve cases of 
prerectal section, he obtained seven cures and five deaths, a mortality 
of 41.6%. Nineteen hypogastric sections gave ten recoveries and nine 
deaths, a mortality of 48.2%. Perineal section then gave the best per¬ 
centage, but three of these cures were in young subjects, which is the 
reason for its apparent superiority. Tuffier has shown that the mor¬ 
tality of all the cases of hypogastric section he was able to collect was 
but 27%; if only the cases where the calculi were small, not weighing 
more than 30 grammes, be taken, the mortality is only 15.35%. 

Now Desnos has collected the cases of rapid lithotrity and the mor¬ 
tality was but 6.11%. In the author’s cases, there were but thirty-four 
deaths, a mortality of but 5.2%. These figures are in marked contrast 
with those furnished by lithotomy, even for small calculi. In the last 
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twenty deaths, the author had three subjects who were respectively St, 
83 and 86 years of age; all three died quickly and the last two unex¬ 
pectedly without any accident directly attributable to the urinary 
organs ; all had large calculi and the oldest had several. The operator 
has thought that the shock of the operation might have been the real 
cause of death, and wondered if in cases of this kind, it would not be 
better to operate without chloroform. He has, however, obtained 
eight successes in patients from eighty to eighty-five years of age; he 
would not, however, urge operation at this age which so well tolerates 
calculus; no one, he thinks, would consider the indications for lithot¬ 
omy in persons so old. T.ithotrity with a long sitting under chloroform 
or lithotrity with short sittings is then the operation for persons of 
advanced age. 

If the size of the stone be considered, we see that the limit for 
lithotrity is 5 to 5‘/i or exceptionally 6 cm.; smaller stones may not 
be amenable to lithotrity when very hard, but on the other hand cer¬ 
tain very soft phosphatic stones of more than 6 cm. may be crushed. 
Of his last twenty deaths, twelve were in connection with calculi of 
from 4 1 /, to 6 cm. in diameter, large and multiple stones or small and 
numerous stones. One patient died of erysipelas and another with 
diabetes; but as the author has operated several times in diabetes 
with success, he considers the large size of the calculus the determin¬ 
ing cause of death in this case. One patient, ast. 62, succumbed 
without urinary complications. Ten died with nephritis, with or 
without cystitis. Among the eight stones not exceeding 4 cm., the 
crushing of which determined death ; four measured from 3 to 4 cm. 
The last two had multiple calculi. Among the patients of this last 
group, one had cystitis with painful contracture. The eight patients 
last cited died with nephritis, the symptoms of which in four cases ap¬ 
peared on the very day of the operation. In two patients, the influence 
of cold was very manifest; in two others, an awakening of nephritic 
colic caused the explosion of a rapidly fatal nephritis. In all the 
others, the symptoms of a previous nephritis were aggravated by the 
operation. 

So it is when the calculi are numerous or voluminous, or when the 
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bladder is particularly painful, that the propriety of lithotrity is to be 
discussed. The discussion then would bear upon a particular point, 
and not upon a collection of facts. It would be superfluous to con¬ 
sider the cases where lithotomy is imposed by the excessive size of the 
calculus, its extreme hardness, the impossibility of seizing it or of pen¬ 
etrating into the bladder. It should be noted that the two latter oc¬ 
currences are rarely to be met with. Stones situated in a very notable 
bas-fond may be easily seized if the bladder is not too much con¬ 
tracted. Hypertrophy of the prostate rarely opposes the penetration 
of the instruments, stricture of the urethra can be dilated or incised, 
and a calibre of 7 mm. is sufficient. So, large calculi, multiple cal¬ 
culi and contractile and painful bladder considerably augment the diffi¬ 
culties and dangers of lithotritiy; but are these cases, without which 
the statistics of lithotrity would be almost faultless, favorable to lithot¬ 
omy ? 

Tuffier has shown that hypogastric section, when performed for 
moderate and small calculi, still gives a mortality of 15%. The stat¬ 
istics of Koenig’s own operations present a mortality of 22% for peri¬ 
neal, and So % for hypogastric section, although these include a num¬ 
ber of particularly favorable cases, several children among others. 
Guyon operated upon 23 cases by lithotrity' where the stones were 
from 5 to 6 ctm. Three died (13.04%), and 20 recovered simply and 
rapidly. It is not necessary then to reject lithotrity for calculi of 5 to 
6 cm., but it must not be performed unless the operator is sure he can 
easily execute the manoeuvre, and finish in one sitting. Of the three 
patients who died, one had very' painful bladder, another had a very 
large prostate, and the third became chilled. 

He would especially look for contraindications on the part of the 
bladder; the question of inertia of the vesical muscle is of no im¬ 
portance to-day, for its participation in evacuation is not needed; nor 
need we be concerned about retention of. urine, but antisepsis must be 
scrupulously observed, as much in lithotrity as in lithotomy; although 
the traumatism is less, the renal state is no more aggravated by one 
operation than by the other. Cystitis is not a contraindication to 
crushing. In three-fourths of the cases it disappears rapidly after the 
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operation. It is but rarely aggravated, and produced alter the opera¬ 
tion in exceptional cases. Lithotrity is simple, sure and benign in all 
cases where calculi are small or of moderate size, where the urethra is 
easy to penetrate and where the bladder is not contractured. Recur¬ 
rence is not frequent. 4,3% in Guyon’s cases, and, indeed, it is far 
lrom being exceptional after lithotomy. He has seen two cases after 
suprapubic cystotomy. He concludes that lithotrity should remain 
the operation of choice in the treatment of vesical calculi .—French 
Congress of Surgery, Revue de Chirurgie, Nov., 18S6. 

II. The Limits of Lithotrity in the Treatment of Vesi¬ 
cal Calculi. By Pierre Bazy (Paris). It may be .assumed that 
death after lithotrity, aside from operative defects, is always due to an 
ascending nephritis, and the point of departure of this nephritis is cys¬ 
titis. Bigelow has demonstrated that the real cause of cystitis in this 
case is the presence of irregular foreign bodies. But now that litho- 
lapaxy permits the complete removal of fragments in one sitting, 
crushing no more exposes the patient to cystitis and consequent ne¬ 
phritis than lithotomy. The indispensable condition is that the lithot¬ 
rity be total and the evacuation complete. The stone then should.not 
be too large nor too hard. No rule can be established with regard to 
this matter. A stone which is too large for one surgeon is not too 
large for another, and a stone which is too large for a surgeon at the 
beginning of his career will not be too large when he has acquired more 
experience. The condition of the bladder is important; for it is cer¬ 
tain that a healthy bladder reacts less. But operative skill plays an 
important role, and the tolerance of the bladder varies with the sur¬ 
geon. M. Bazy has crushed one stone weighing 100 grammes and 6 
cm. in length. The operation, including the administration of chloro¬ 
form, lasted an hour and a quarter. The patient rose on the 4th and 
returned home on the 7th day. He concludes: 

1. Lithotrity is the method of choice in the treatment of vesical cal¬ 
culi ; lithotomy is the method of necessity. 

2. The contraindications to lithotrity are derived not, as has been 
said, from the condition of the kidneys, but rather from the condition 
of the bladder and the volume and hardness of the calculus 
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3. Asepsis ol the urinary passages may be assured as well in lithot- 
rity as in lithotomy, and traumatism is reduced to the minimum by 
lithotrity. 

4. For lithotrity, in doubtful cases, to preserve its superiority, it is 
necessary generally, if not invariably for the stone to be evacuated in 
one sitting. 

5. When the bladder has been affected with inflammation for a long 
time, and it is necessary to assure a rapid evacuation of the products 
of secretion, the stone being also large, lithotomy may be preferable to 
lithotrity .—French Congress of Surgery, Revue ie Chirurgie, Nov., 
1886. 

III. Indications and Contraindications to Lithotrity. By 
M. Reliquet (Paris). With the apparatus which he devised in 1872, 
the author has been able without chloroform, in a single sitting, to 
crush calculi of 2 to 3 cm. into fragments small enough to be evacu¬ 
ated by the catheter. He considers Bigelow’s instrument too large, 
but he has modified his own by enlarging the female blade and render¬ 
ing the other sharper. Its peculiar curve permits it to be placed in 
the bas-fond and to avoid false seizure. Thirty minutes has always 
been sufficient for him to complete the operation, including the evacu¬ 
ation. Moreover, when the bladder contracts well, the evacuation is 
easily made without aspiration. 

The contraindications are the general state, the stone itself and the 
condition of the urinary passages. The operation greatly depresses 
the subject, whence it is important that the subject be not too much 
debilitated. 

Minute inquiry should always be made into the state of the kidneys 
and the operation delayed as long as there is not a normal quantity of 
urine and urea. The nature of the stone may be a contraindication. 
Mulberry calculi are unconquerable, but these very hard stones are ex¬ 
cessively rare in France. He has observed but two cases, patients 
coming one from the Orient and the other from Algiers. Induration 
of the urethra and very large prostate may be obstacles to the pass¬ 
age of the lithotrite, but these cases are very rare, the author having 
observed but three. 



GENJTO-URINAR V ORGANS. 


427 


On the part of the bladder, the contraindications may arise from the 
too great depth of the bas-fond, the immobilization of a stone in a 
sac either upon the lateral wall or behind the prostate. When the 
stone cannot be moved, lithotrity must be rejected.— French Congress 
of Surgery, Revue de Cliirurgie, Nov., 1886. 

IV. Suprapubic Cystotomy. By Frederic Gross (Nancy). 

From clinical and anatomical studies, the author concludes: (1). 
Suprapubic cystotomy has been frequently performed in young subjects 
and children ; 307 cases give a mortality of 21%. (2). Two condi¬ 

tions facilitate the execution of the operation, the abdominal posi¬ 
tion of the bladder and the high position of the peritoneal cul-de-sac. 
(3). The conditions of vesical suture are more favorable in the young 
than in adults and the old. Primary union should be the rule in cases 
where the bladder and the urine are little or not at all altered, as in 
case of foreign bodies lately introduced or calculi of relatively recent 
formation. (4). Silk should always be used for vesical suture. Cat¬ 
gut gives no security. It would always be prudent to leave the ab¬ 
dominal wound open or to suture it, but partially with the addition of 
drainage. (5). The retained catheter should be rejected from the 
after-treatment. Catheterization repeated at definite intervals is pre¬ 
ferable. (5). Vesical suture has its indications and contraindications 
which the surgeon must establish before each individual case.— French 
Congress of Surgery, Revue de Chirurgie, Nov., 1886. 

V. The Diagnosis and Treatment of .Tumors of the 
Bladder. By J. C. Felix Guyon (Paris). In the immense majority 
of cases, the diagnosis of tumors of the urinary bladder can be estab¬ 
lished without operation. The cardinal symptom of vesical neoplasm 
is htematuria; when this occurs without appreciable cause, tumor 
should be suspected, still more so if it be produced in spite of repose; 
it becomes pathognomonic if its duration increases. Its abundance is 
of value but much less. The facility with which it is determined is also 
of great importance; when a simple catheterization determines an 
abundant and lasting htematuria, a tumor may be almost positively di¬ 
agnosed ; the htematuria may be determined either by the contact of 
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the sound or the contraction of the bladder; in every case, the passage 
of blood is of importance, for it demonstrates that the bladder is the 
seat of the affection. 

Ordinarily, it is easy to recognize htematuria of renal origin. When 
the kidney suffers from an affection capable of determining htematuria, 
it is generally augmented in volume; this increase in volume may be 
recognized by palpation; it may also be recognized by a new method 
of exploration which consists in looking for renal ballottement. If the 
kidney increases in volume and weight without being fixed by peri¬ 
pheral inflammation, it becomes movable; it can then be thrown 
forward from behind. To do this one hand should be applied to the 
abdominal wall and the other behind in the ilio-costal space ; on rap¬ 
idly depressing this latter point, the kidney is thrown forward and the 
anterior hand perceives a very clear sensation of ballottement. 

The appearance of varicocele is a symptomatic sign. Finally renal 
htematuria is often preceded by nephritic colic, and is often accom¬ 
panied by the expulsion of cylindrical cysts, veritable moulds of the 
calices or the pelvis. 

Rectal digital examination permits two things to be appreciated, the 
thickness of the vesical wall, and, when joined with exploration of the 
abdomen, the volume of the bladder. Exploratory catheterization is 
of but moderate importance; it cannot demonstrate the presence of a 
tumor, even of moderate size. Its negations are not of much value, 
because tumors are often too soft to give rise to a special sensation; 
its affirmations are not of more value, because irregular contractions of 
the bladder may produce prominences, easily confounded with tumors; 
however, catheterization may permit a tumor to be circumscribed and 
its extent recognized. Finally, fragments of the tumor are sometimes 
expelled with the urine; this sign is of great value no doubt, but his¬ 
tological examination of these bits cannot give a certainty of the exact 
nature of the tumor, because vesical, neoplasms are frequently not 
identical throughout their entire extent. The diagnosis of vesical neo¬ 
plasm then is possible; the study of the htematuria permits it to be 
made with certainty. 

The presence of the tumor being known, its nature, its seat its ex- 
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tent and whether it is unique, are to be settled. There is but one 
exploratory operation which permits ocular inspection—suprapubic 
section, which is consequently the only useful one; but is it desirable 
to attempt operation to obtain these indications ? As the only local 
contraindication to operation is too great infiltration of the walls, and 
as this infiltration can be recognized by rectal examination, it seems 
rational to dispense with a simple exploratory operation, because that 
which justifies exploratory incision justifies ablation. 

With regard to early operation, it is demonstrated to-day on one 
hand, that if the tumor is malignant, it will always recur, whatever be 
the period of operation; on the other hand, there are numerous ex¬ 
amples of complete cure of benign tumors even when the operation has 
been delayed. 

Vesical tumors, malignant as well as benign, may occupy the bladder 
without the subject suffering otherwise than from hsematuria. But 
there are cases where complications are added, cystitis, retention of 
urine, and from this standpoint, benign tumors are in exactly the same 
condition as the malignant; it is not the nature of the tumor but the 
trouble determined in the urinary functions that is of importance. I5 
it of interest to know early if the tumor is benign ? Malignant tumors 
have hardly attained the size of a pea before they are accompanied by 
a marked infiltration of the wall, and when hoematuria affirms their ex¬ 
istence, it is already too late. On the other hand, benign tumors 
remain confined to the bladder, are never propagated and do not infil¬ 
trate the wall. Then benign tumors are always and malignant never 
removable. Not the volume of the tumor, but the appearance of com¬ 
plications, cystitis, retention, etc., should determine more or less early 
intervention. When they appear, the functions of the urinary ap¬ 
paratus are menaced. The operation must be radical, and for that 
the interior of the bladder must be open to easy examination; the 
frequency of accessory tumors alone would be sufficient to eliminate 
perineal section, and hypogastric section should be the resort. Re¬ 
section of the vesical wall, not abrasion, is desirable. If the tumor lies 
in the superior segment of the bladder, it is possible and should be 
done; but the more often, the tumor lies at the level of the bas-fond 
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in the vicinity of the ureters, and resection is impossible. Then the 
surgeon should be content with abrasion and cauterization with red 
heat. 

The author has performed eighteen operations upon fifteen patients, 
three being recurrences. In thirteen cases, the tumors were malignant, 
and there were but two in which permanent cure seemed to have been 
obtained; but in all cases the conditions which determined the opera¬ 
tion were alleviated .—French Congress of Surgery , Revue de chirurgie, 
November, 1886. • 

VIII. Primary Tuberculosis of the Scrotum. By M. 
Reclus (Paris). This affection has a place in no work on pathology. 
However, it is not unusual and its history presents some interest; its 
ordinary consequence is hernia of the testicle; the author wishes to 
demonstrate that the “ fongus bdnin ” of Jarjavay is but the conse¬ 
quence of tuberculosis of the scrotum. Deville demonstrated that the 
fungus was the more often the result of tuberculosis, but he localized 
the tuberculosis in the epididymis, which was an error, as the following 
two cases show: 1. An intemperate subject of tuberculosis presented 

a purulent collection in the anterior part of the scrotum; this was in¬ 
cised and a tumor protruded, which was extirpated and proved to be 
the testicle. The tunica albuginea presented a large number of tuber¬ 
cles ; the testicle was healthy, but at the periphery some gray granules 
were found, which appeared more recent than those of the albuginea; 
the epididymis was also healthy except a focus of growing tubercles 
which was not in connection with the scrotum. In the scrotum were 
two puriform foci, at the level of which the skin was thinned and on 
the point of perforating; it was evident that the loss of substance 
which allowed the issue of the testicle was but the result of a focus of 
this kind. 2. A tuberculous painter, with a history almost identical 
had three purulent collections which opened separately, and then the 
three openings joined, forming an opening through which a tumor 
passed. The patient died ot pulmonary tuberculosis. The testicle 
was found to be healthy, but very slightly sclerosed; the epididymis 
was also healthy except a little tuberculous nucleus in the head. The 
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classical theory of fungus cannot be applied to these cases and 
must be abandoned ; it must be admitted that there was a primary 
tuberculosis of the scrotum, that the foci softened and opened ex¬ 
ternally and that this opening gave passage to the testicle. This is 
the rule, for the caseous nuclei of the epididymis are surrounded by 
fibrous tissue and there is a periepididymitis which encapsules a focus 
developed there; in every case, in this tuberculosis of the epididymis, 
if fistula; form, they are always behind; in fungus, on the contrary, 
the seat of the tumor is in front. Examination of the thirty-three 
cases of Deville, together with those here presented, shows that tuber¬ 
culosis of the scrotum is a unilateral affection, unlike that of the 
epididymis which is bilateral. It may be recalled that Syme has pro¬ 
posed in hernia of the testicle of tuberculous origin, to open the orifice 
and return the tumor ; this method has met with success, which could 
not have occurred if the testicles were filled with tubercles. The con¬ 
clusion based upon these clinical and anatomical facts is that the 
“ fongus bdnin” of the testicle is due to the breaking down into pus 
of a tuberculous gumma of the scrotum .—French Congress of Surgery, 
Revue de Chirurgie, Nov., 1886. 

VII. Treatment of Hydrocele. By M. Tedenat (Montpelier). 
The author has followed one hundred and fifty patients, whom he has 
treated by iodine injection, for from six months to five years or more ; 
there were eight recurrences in the first four months, and in all 12%. 
But if, instead of the more attenuated solutions, pure tincture of iodine 
is introduced, the percentage of recurrence is reduced to 2% or 3%. 
According to the partisans of incision of the scrotum and excision of 
the tunica vaginalis, recurrence should never occur; but as a matter of 
fact, it does, sometimes at least. Bergmann excises the entire tunica 
vaginalis. The author has performed this operation fifteen times, and 
all the cases were cured. 

While he does not know of a death from iodine injections, an acci¬ 
dent which is not rare consists in losing a drop of the fluid in the 
scrotum, giving rise to phlegmon; besides infiltration ot iodine into 
the scrotum there may be suppurating perivaginalitis: however these 
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accidents are of little gravity. Incision doubtless ought to obviate 
these accidents if it is aseptic, but asepsis is particularly difficult to insure 
in this region. The true danger of iodine injection is hatmorrhagic 
perivaginalitis; accordingly, he believes that excision should be per¬ 
formed in case of ancient hydrocele with thick and but slightly 
transparent walls ; in ordinary hydrocele, translucid, with thin walls 
and without calcification, the treatment of election is iodine injection ; 
a small quantity of tincture of iodine should be injected and allowed to 
remain in the tunica vaginalis .—French Congress of Surgery , Revue de 
Chirurgie. Nov., 1886. 

James E. Pilcher (U. S. Army). 

X. Rupture of Bladder—Laparotomy—Suture—Death 
from Suppression of Urine. Mr. Duncan (Edinburgh). The 
wheel of a cart, which, with its contents, weighed about 25 cwts, 
passed over the lower part of a man’s abdomen, about an hour after 
micturition. At to p. m., five hours afterwards, he was admitted to 
the Royal Infirmary, Edinburgh, with spasmodic abdominal pain, ag¬ 
gravated by movement, having an intense desire to micturate, but 
being unable to do so. No fracture of pelvis or injury to spine could 
be detected, only bruising and abrasion of front of thighs at upper 
part; on account of an extremely tight stricture and false passages. 
No instrument could be passed, but after a morphia suppository the 
patient passed some blood-stained urine with great difficulty, while in 
a hot bath. He slept well, but awoke up with symptoms unrelieved. 
At 2:30 p. m. Mr. Duncan saw the case, and having failed to pass an 
instrument and to draw off any urine by aspiration, he opened into the 
bladder by perineal section. Although no rupture could be felt with 
the finger, its presence was recognized by the only partial return of 
fluid injected by the perineal wound. Laparotomy was therefore per¬ 
formed, and a quantity of blood-stained fluid escaped from the perito¬ 
neal cavity. A rupture two and a half inches long was found on the 
upper and posterior part of the bladder. After washing out the ab¬ 
dominal cavity with hot water, a glass drainage tube was passed into 
Douglas’ pouch, and the rest of the abdominal wound closed by cat¬ 
gut sutures. A drainage tube also was passed into the bladder by the 
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perineal wound. At first the patient did well, but on the evening of 
the next day, e., the second day after the accident, suppression of 
urine set in, and by midnight was complete. In spite of all treatment 
it continued, and death supervened on the evening of the fourth day 
after the accident, and third after the operation. At the post-mortem 
examination the rupture of the bladder was found to be only half the 
length on the mucous that it was on the peritoneal coat. Kidneys 
showed signs of interstitial change with fatty degeneration of epithe¬ 
lium. Fatty liver. Very little peritonitis. No other condition of im¬ 
portance.— Lancet , Aug. aS, 1S86. 

C. \V. CATIICART (Edinburg). 

XI. Operative Treatment of Hypertrophied Prostate. 
By Dr. A. Laxderer (Leipsic). Gives a case of a man, ret. 63, who 
had had trouble in micturition for several years, and for one year 
hemorrhages from the bladder, latterly pain the predominating symp¬ 
tom. 

Exploration revealed an enlarged prostate, and in repeated intro¬ 
ductions of sounds a rough body was once felt. Diagnosis of stone 
or incrusted tumor was made. Operation after Thompson, as if for 
tumor, was made, and after introduction of index finger into the blad¬ 
der a stone was easily felt. At the moment, however, that attempts 
were made to secure the stone with forceps, narcosis became incom¬ 
plete, and when the forceps were withdrawn after the spasms had 
ceased, the stone had eluded the instrument; but between the blades 
was found a portion of the middle lobe of the prostate. The stone 
being subsequently removed, the rest of the middle lobe of the pros¬ 
tate was trimmed off, iodoform applied, a drain fixed in the perineal 
wound, and irrigations of the bladder performed twice a day. 

The wound healed in two weeks, the drainage tube having been re¬ 
moved after eight days. At the time of reporting, fifteen months after 
operation, the patient was., in excellent health, and all trouble arising 
from the previous condition of the prostate had entirely vanished. 

At first the author was vexed with the unintentional interference 
with the prostate, but when he observed what good effects followed, he 
was led to believe that surgical interference of this kind was the proper 
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treatment for hypertrophied prostate—at least in all such cases where 
the enlarged middle lobe causes the trouble, as in the majority of 
cases. 

Extirpation of the entire gland he believes to be unjustifiable; the 
prostatic capsule should not even be opened on account of the venous 
plexus of the prostate, injury to which is apt to cause serious compli¬ 
cations. 

To facilitate the operation the author has constructed a special pair 
of forceps, somewhat resembling strong polypus-forceps with a sharp¬ 
ened edge. There is only a slight hemorrhage. The drainage of the 
bladder acts beneficially upon the cystitis gen erally present in these 
cases. 

Comparison with other methods, such as injections of ergot, elec¬ 
trolysis, and galvano-cautery after Bottini are made in favor of the 
author’s method. 

Special attention is given to the bodily condition and habitus of 
the class of patients generally suffering from hypertrophied prostate.— 
Deutsch. ZeitscAr.f. Chir., Bd. 25, Hft. 1 and 2, December, 1886. 

\V. \V. Van Arsdale (New York). 

ABSCESSES, TUMORS. 

I. Inflammation of the Cavum Retzii or Prevesical 
Space. By Dr. O. Pinner (Frankfort on the Main). The writer 
publishes a case illustrating the condition in question, gives a detailed 
anatomical description of the parts referred to, with an account of his 
own dissections, and finally adds some general remarks suggested by 
his case and by one quoted from Gruber. 

A man. tet. 45, who had suffered from muscular rheumatism, sud¬ 
denly fell sick with pains in the lower region of the abdomen, which 
increased in intensity during the following days. Palpation could not 
be endured. No fever. Urine normal. . After thirteen days infiltra¬ 
tion of the region above the symphysis appeared, with elevations of 
temperature to 38.6° C. Fluctuation appeared. Aspiration revealed 
pus. The 'abscess subsequently reached considerable dimensions, 
measuring 27 cm. across. Incision vented fetid pus, and laid bare the 



